at the onset of labour. On opening of the abdomen a portion of the anterior surface of the uterus was found to be adherent to the anterior abdominal wall in the middle line. When the adhesions had been divided it was evident that the scar was giving way. The margins of the old scar, below the peritoneal surface, were widely separated by the protrusion of the membranes, which in their passage forwards caused the peritoneum covering the uterus to bulge into the abdominal cavity. At the lower part of the protruding mass, which measured about 2 in. in length, the peritoneum had given way, so that a little blood-stained fluid was trickling through the rent. This blood m-ay have been produced by the separation of fibro-muscular tissue at the lower angle of the weak portion of the scar, or it may have come from the vessels at the placental site. A transverse incision having been made on the fundus of the uterus, the child was extracted through this opening. A supravaginal hysterectomy was then performed. The patient is making a satisfactory recovery. On examining the specimen it will be observed that for some distance over the old scar peritoneum alone separates the interior of the uterus from the peritoneal cavity. A small opening can also be seen at the lower part of this window of peritoneum where rupture had actually occufrred. If the finger is introduced into the uterine cavity through the fundal incision, the fibro-muscular margins of the old scar are found to be far apart so that the finger comes at once into contact with the peritoneum. Obviously the operative measures which were adopted in this case averted disaster, as there can be little doubt that in a short time the uterine contents would have been precipitated into the abdominal cavity.
Twin Tubal Pregnancy.
IT is seldom that two ova develop in a single Fallopian tube, and for this reason I have brought this specimen here this evening. The specimen was removed from a young woman who nearly succumbed to intraperitoneal haemorrhage as a result of rupture of the gravid tube. On opening the abdomen an artery in the tube wall was observed spouting into the abdominal cavity, so that a large quantity of fluid blood was contained therein. After the tube had been excised it was evident that rupture had not been aided by intratubal haemorrhage, but that the F-14a rupture had been brought about entirely by the action of the villi on the tissues of the tubal wall. There was no irregular tearing of the tubal tissues such as one sees when intratubal haemorrhage causes rupture. A small perforation was present, and through this aperture the tips of several villi projected into the peritoneal cavity. After the tube had been allowed to harden in a solution of formalin it was cut across, and then the specimen was discovered to be one of twin extra-uterine pregnancy. As the placenta and membranes were not invaded by haemorrhage the structures can be easily recognized.
Specimen of twin tubal pregnancy. A, amniotic sac; C, chorion; F, fimbriated extremity of tube.
The specimen, as you will observe, consists of a gravid Fallopian tube which has been severed transversely in the region of the ampulla. Fortunately the knife in dividing the tissues passed between the two small feetuses, which were probably about seven weeks advanced in development according to the menstrual history. They are, however, considerably smaller than intra-uterine foetuses of the same age. When the tube was divided the amniotic sac and umbilical cord of the fcetus, which was situated towards the inner portion of the tube, were cut across. Each fcetus has a distinct amniotic sac and their umbilical cords only join as they enter the placental tissue. A considerable space exists between the amniotic sacs and the smooth inner surface of the chorion. On microscopical examination the tissues adjacent to the syncytial cells were found to have undergone pronounced necrosis.
Osteomalacic Pelvis. By S. J. CAMERON, M.B.
OWING to the rarity of osteomalacia in this country, one seldom has an opportunity of obtaining a specimen of an osteomalacic pelvis. The specimen which I have brought here to-night was obtained in the summer of 1910 from a patient who was admitted in a moribund condition to the Glasgow Maternity and Women's Hospital. Her obstetrical history is fairly characteristic of this disease. At the time of her admission she was in her sixth pregnancy. Her first and second labours lasted seven hours, while her third labour only lasted fifteen minutes. Forceps were applied during the first and second labours, but interference was unnecessary with the third. She evidently first came to hospital in the year 1905 (fourth pregnancy), and during labour the head lay in the transverse diameter at the brim, with the anterior parietal presenting. The promontory exercised considerable pressure on the left temporal bone. At the same time it was noticed, on vaginal examination, that a double promontory existed, and that there was antero-posterior contraction at the brim.
The patient having been placed in the Walcher position, forceps were applied, and, after a stiff pull, delivery was effected. At this time some of the pelvic measurements were estimated as follows: Intercristal, 10 in.; interspinous, 91 in.; external conjugate, 7 in.; diagonal conjugate, 4 in.; diagonal conjugate to false promontory, 31 in.
In May, 1907, the patient, who was now in her fifth pregnancy, returned to hospital in poor physical condition. She was pale and emaciated. Her joints were so painful that the legs were maintained in a position of flexion, while she was also unable to separate her thighs owing to the severity of the pain. The abdomen was very prominent, and again the double promontory was felt on vaginal examination.
